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Executive Summary

The lowa Behavioral Risk Factor Surveillance System (BRFSS) is an ongoing telephone survey conducted
in partnership with the State of lowa and the Centers for Disease Control and Prevention (CDC). In 2015,
BRFSS collected 6,227 telephone interviews from residents, age 18 and older, living in private residences
or college housing regarding health conditions, health-related behaviors, attitudes, and awareness of
major contributors to illness, disability, and premature death. BRFSS also monitors the prevalence of
these indicators over time statewide. Health-related issues analyzed include general health status,
health care access, hypertension, cholesterol, tobacco use, alcohol consumption, body weight, physical
activity, nutrition, diabetes, respiratory conditions, immunizations, and HIV/AIDS. Comparisons are
made to other states and to Healthy People 2020 and Healthy lowans goals.

Significant findings for 2015 include:

e The percentage of people without healthcare coverage continues to drop.

e The percentage of lowans reporting high cholesterol is significantly down.

e The percentage of lowans reporting current asthma is the lowest in five years.

e Only five states have a lower rate of current asthma.

e Although the percentage of lowans above a healthy weight was steady, the percentage of obese
lowans was the highest in five years.

e Although lowa still ranks in the top five states for binge drinking, the percentage of lowans binge
drinking was the lowest in five years.

e The rate of heavy drinking was the lowest in five years.

e Only five states had fewer people eating vegetables one or more times per day.

o The percentage of lowans age 65 and older who received a flu vaccination ranked third among
states and was the highest in five years.

e The percentage of lowans who received a pneumonia vaccination was the highest in five years.

e Although lowa ranks in the bottom five states, the percentage of lowans having an HIV test was
the highest in the last five years.
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Glossary

95 percent confidence interval: a range of values in which there is a 95 percent chance of the true value

falling.

Aerobic: physical activity that increases oxygen consumption.

Anxiety: excessive worry about everyday events.

Asthma: a chronic inflammatory disease of the lungs in which the airways become blocked or narrowed,
causing breathing difficulty.

Binge Drinking: drinking too much at one time; five drinks for men or four drinks for women.

Blood pressure: the force of blood against the walls of arteries.

Cancer: a group of cells that grows out of control and has the ability to invade normal tissue.

Cholesterol: a waxy, fat-like substance that is found in all cells of the body.

Coefficient of Variability: a standardized measure of dispersion defined as the ratio of the standard
deviation to the mean.

Colonoscopy: a test that uses a hollow, lighted tube to inspect the interior walls of the rectum and the
entire colon.

Dementia: increasing inability to remember and concentrate.

Depression: a state of low mood and an aversion to activity.

Diabetes Mellitus: a group of diseases characterized by high levels of blood glucose resulting from
defects in insulin production, insulin action, or both.

Diastolic Pressure: the bottom number in blood pressure recorded as the heart relaxes between beats.

Disability: an umbrella term for impairments, activity limitations, and participation restrictions.

Frequent Mental Distress: having 14 or more of the last 30 days in which mental health was not good.

Health-Related Quality of Life: an individual’s or group’s perceived physical and mental health over time.

Influenza or ‘flu’: a contagious respiratory illness caused by viruses that infect the nose, throat, and
lungs.

Impairment: any loss or abnormality of psychological, physiological, or anatomical structure or function.

Partial Complete: an interview that was terminated before it was complete, but sufficient data had been
collected to use for most measures.

Pneumonia: a lung disease caused by bacteria, viruses, and other infectious agents such as fungi.

Population: the complete set of objects of interest; for instance, all adult lowans would be a
‘population’.

Precancerous Polyps: abnormal growths in the colon and rectum that can develop into colorectal
cancer.

Prevalence: the degree to which a characteristic or condition exists.

Sample: a set of observations used to represent a larger set of things.

Sampling Frame: a list of all those within a population who can be sampled

Serious Mental lllness: a condition defined by scoring 13 to 24 on a six-question scale called the Kessler
(K-6) scale.

Standard Deviation: a measure of the variability of observations around their mean.

Stratum: a set of things into which a larger set can be divided based on some common characteristic.

Systolic Pressure: the top number in blood pressure recorded as the heart beats.
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1. Introduction

History

In 1984, the Centers for Disease Control and Prevention (CDC) launched the Behavioral Risk Factor
Surveillance System (BRFSS), working in an ongoing fashion with several states to assess the health
status and health risk behaviors of their citizens. In 1988, lowa began full participation in BRFSS. The
BRFSS is now conducted in all 50 states, the District of Columbia, and a few American territories.

Nature of the Survey

The lowa BRFSS is an ongoing telephone survey. It is financially and technically supported by the CDC,
with further financial support from public and private sources.

The BRFSS is designed to collect information from residents, age 18 and over, living in private residences
or college housing regarding health conditions, health-related behaviors, attitudes, and awareness of
health-related issues. The BRFSS also monitors the prevalence of these indicators over time. The
indicators surveyed are major contributors to illness, disability and premature death.

This report focuses on data collected during calendar year 2015. Health-related issues analyzed include
general health status, health care access, hypertension, cholesterol, tobacco use, alcohol consumption,
body weight, physical activity, nutrition, diabetes, respiratory conditions, immunizations, and HIV/AIDS
awareness.

Objectives
The objectives of the BRFSS are:

1.To determine the state-specific prevalence of personal health behaviors related to the leading
causes of premature death.

2.To develop the capacity of state health departments to conduct credible telephone surveys.

3.To advance the understanding that certain health-related behaviors are critical indicators of
health.

Use of BRFSS Data

The CDC developed the BRFSS to help states assess health risks and monitor trends. Comparable
surveillance methods are used in all states. This allows for comparisons among states and for the
assessment of geographic patterns of risk factor prevalence.

The BRFSS information is used to design, implement, and support public health activities. These
activities are geared to reduce premature death and disability of lowa residents. State public health
departments are responsible for planning, implementing, and evaluating disease prevention programs.
Many of these programs involve health risk behavior modification. Examples of health risk behavior
modification programs in lowa include the Diabetes Prevention and Control Program; nutrition and
physical activity campaigns; tobacco cessation and counter-marketing campaigns; campaigns
encouraging flu vaccination; and campaigns to increase health screenings and checkups.
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One way to assess program effectiveness is to monitor the prevalence of risk factors in the population.
Comparing different times, demographic groups, or geographic areas may be quite useful in developing,
implementing and evaluating intervention programs.
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2. Methodology

Questionnaire Design

The BRFSS questionnaire is updated each calendar year by the CDC and by each participating state. The
questionnaire consists of three sections: 1) the core questions required of all states participating in
BRFSS; 2) a set of standardized modules developed by the CDC which states may opt to include in their
survey; and 3) state-added questions which are designed and administered by individual states to
address locally-identified health problems. Core and optional module questions were previously tested.
Changes in them were discussed and determinations were made whether to include them at the annual
national BRFSS conference. A group of interested individuals from IDPH, guided by the state coordinator,
met to discuss which optional modules and state-added questions to include in the coming year.

Participation by lowans in the BRFSS survey is random, anonymous, voluntary, and confidential. Survey
participants are requested to provide such demographic information as age, sex, race, marital and
employment status, annual household income, educational level, and location of residence by county
and zip code. Information that could possibly be used to identify the respondent, such as location, is
suppressed in public use data.

Sampling Process

Two sampling frames are used in the BRFSS; one is for landline telephones and the other is for cell
phones. Only adults age 18 years and older are interviewed in both samples. People residing in group
homes or institutions are not sampled.

In the landline sample, one person residing in a household is interviewed. Households are selected using
list-assisted random-digit dialing. This method provides a list of randomly chosen phone numbers from
the pool of all existing landline phone numbers. These numbers are not drawn in a simple random
fashion, but use what is known as the disproportionate stratified sampling technique (DSS). This
sampling methodology is designed to produce a random sample of lowa telephone numbers, including
unlisted numbers and new subscribers.

The DSS method divides landline phone numbers into two strata. The first stratum is residential, but
unlisted. The second stratum is composed of residential listed numbers. Each stratum is sampled at a
different rate. The listed residential numbers are sampled at the highest rate. Some numbers are
marked by the list provider as ‘not to be called’ because they have been predetermined to be
nonresidential or nonworking. There was no set number to be sampled per group and completed
interviews were not thrown out.

The landline sample was also stratified into six geographic regions. These regions are the same regions
used by health resource and emergency planning groups within the state. Geographic regions were
represented at the same proportion as their population within the state. A seventh stratum was drawn
from census tracts throughout the state containing a relatively high percentage of African-American or
Hispanic residents in an effort to better represent minority groups in lowa.

Many people, including the young, single, ethnic minorities, and renters, are increasingly opting not to
use traditional landline telephone service in favor of cell phones (AAPOR Cell Phone Task Force 2010;
Blumberg & Luke 2016). Therefore, another sampling frame was added devoted to households having

6
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cell phones. lowans were interviewed on whichever phone type they were reached. The number of cell
phone interviews was set large enough that more than 25 percent of the sample should be users of cell
phones only. The cell phone sample was also geographically stratified into the six regions. The
oversample stratum was not done, since it is not possible to determine such specific geography for cell
phones. Since the cell phone is more an individual appliance than a household appliance, the selection
of one person per household was not done. College housing was included in the cell phone sample.
These respondents were also asked some extra questions; for instance, they were asked if they were
doing anything that would make it unsafe to conduct the interview, and not interviewed if they were.
There were occasions when cell phone interviews were done involving people living in other states;
therefore, the number of cell phone interviews in our sample is larger than the number called by our
data collection contractor. Cell phone interviews from other states only contained responses to the core
questions, since there was no way for them to know which modules we were using or our state-added
questions.

Approximately equal numbers of interviews per month were conducted from January through
December in 2015 for a total sample size of 6,227. Of these, 3,510 were landline and 2,717 were cell
phone. Interviews were conducted in English and Spanish. Anyone who could not communicate in either
of those languages was not interviewed.

Interviewers made up to 15 attempts to reach a number to complete an interview before replacing that
number. If the person selected to take the survey was not available, an appointment was made to
complete the interview at another date and time. If the person was not available during the interview
period, or if the person refused to participate, no other person was interviewed at that number.
Attempts were made to convert initial refusals into participants.

The 2015 BRFSS used a split sample technique. In this technique, there are two versions of the
guestionnaire. An optional module or a module of state-added questions may only be presented to half
of the total sample of respondents. This is done to be able to ask a larger number of questions without
unduly lengthening the interview. When this is done, data from these questions must be weighted with
a weight specific to that questionnaire version in order to represent the entire state population.

The Interview Process

The interviews were conducted daytime, evenings, and weekends, with appointments as needed to
schedule or complete interviews. The average time to complete an interview was 28.4 minutes for
landline and 25.1 minutes for cell phone. The response rate, defined as completed interviews plus
partial completes divided by all eligible households called, was 56 percent for landline and 55 percent
for cell phones”. Although the response rates seem rather low and have been declining in recent years,
they are better than in most states.

Not all interviews were fully completed. A partial complete is an interview that was terminated before it
was complete, but sufficient data had been collected to use for most measures. This means that results
from questions later in the questionnaire are determined from a somewhat smaller sample than earlier
guestions, even when not restricted to some sub-sample, such as a particular age group. (See Appendix

*Cell phone statistics are only for those done by our contractor. Some cell phone interviews of lowa residents are done by other states.
3 for the questions and their order.)
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A Computer-Aided Telephone Interviewing (CATI) system was used. The CATI system not only assists
interviewers in presenting the questionnaire and recording the responses, it also helps keep track of
appointments and call-back attempts, and reports statistics of call dispositions.

Advantages and Limitations

Telephone interviews provide a means to conduct affordable surveys to monitor the prevalence of
behavioral risk factors. Surveys based on telephone interviews are much faster to complete than surveys
based on in-person interviews. In one hour, an experienced telephone interviewer can handle busy
numbers, calls not answered, and refusals to participate, and still successfully complete one and one-
half interviews. In contrast, in one day of in-person interviewing, many miles of travel may be required
with few interviews completed.

Another advantage of telephone surveys is a much higher response rate compared to self-administered
surveys, such as mail surveys.

Supervision and administration are simpler for telephone interviews than for in-person interviews. All
calls can be made from one central location and supervisors can monitor interviewers for quality
control.

One main limitation to telephone surveys is that all lowans are not reachable by telephone. Some do not
live in households, but are in institutions such as nursing homes or prisons. Some households do not
have telephones. Persons of low socioeconomic status are less likely than persons of higher
socioeconomic status to have uninterrupted telephone service, and are therefore under-sampled.
Furthermore, the percentage of households with a telephone varies by region. New telephone
technology, such as caller I1.D. and call blockers that block telemarketers, also pose problems for
telephone surveys.

Furthermore, some inaccuracy is expected from any survey based on self-reported information. For
example, respondents are known to under-report their weight and inaccurately recall socially
undesirable habits. A person’s memories may also fail or play tricks on them. The potential for bias must
always be kept in mind when interpreting self-reported data.

Despite these limitations, prevalence estimates from the BRFSS correspond well with findings from
surveys based on in-person interviews and actual physical measurements, including studies conducted
by the National Center for Health Statistics and the American Heart Association.

Analysis of the data

Unless everyone in the state was asked questions about his or her health, there would be no way to
know exactly what these answers would be. When analyzing BRFSS data, conclusions are to be drawn
about the entire lowa adult population based on only a sample of randomly-chosen people. The true
prevalence in the population can only be estimated.

The judgment of the value of prevalence in a population, such as the state, based on the prevalence
within a sample always involves educated guesswork. The prevalence values from the survey and the
true state population prevalence values may differ by some amount, but a range of state values that are
probably true can be determined with a high degree of confidence from the prevalence in the sample.
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Most charts and tables in this report will indicate a range of values in which there is a 95 percent chance
of the true lowa value falling. This range is referred to as a 95 percent confidence interval (Cl). Charts
will indicate this by use of a black line at the end of the bars in the chart. The end of the bar is the
sample value, while the value in the population is probably somewhere in the range represented by the
line. When the Cls of two or more groups do not overlap, their population values can be considered truly
or significantly different.

An important factor in determining how well we can judge the response of all lowans from the survey
sample is the number of responses to the questions. The smaller the number of responses, the poorer is
the ability to draw a conclusion about the whole state. Analyzing the data by such categories as age, sex,
income, educational level, and especially race/ethnicity means there are a smaller number of interviews
in each particular group than in the whole survey. Furthermore, many questions are only answered
depending on the answer to previous questions. For instance, people would only be asked at what age
they were diagnosed with diabetes if they answered ‘yes’ to whether they have ever been told they had
diabetes. These smaller numbers decrease the ability to determine statistically significant differences.
Some data may not be reported as significant solely due to small sample sizes. In general, data in which
the number of responses is less than 50 or the variability is too large (coefficient of variability greater
than 30%) will not be reported, since this data is considered highly unreliable.

Some people refuse to answer select questions, but choose to respond to the majority of the questions.
Those interviews were still used in the final count for the total sample size; however, they were not
counted for the specific questions they refused. Unless otherwise indicated, prevalence measures do
not include those who refused to answer a question or said they did not know.

Weighting of the Data

Generally, the best guess for how many lowan adults would answer a question a certain way would be
the same as how many adults in the sample answer that way. This is true, however, only if everyone in
the state had an equal chance of being in the sample. This is not the case. The number of adults per
household and the number of phone numbers per household influence a person's likelihood of being
included in the survey. Furthermore, certain demographic groups may be over or under-represented in
the sample based on their ease of being reached and willingness to respond. For instance, about half the
adult lowa population is male, but typically only about 40 percent of the sample interviewed is male. To
solve these problems, the data in the sample is weighted to the state population. This means several
factors are used to give each interview a weight that represents a certain distinct number of people in
the state population.

A landline telephone is seen as a household appliance, while a cell phone is more frequently seen as an
individual possession. This means adults per household and phone numbers per household become
irrelevant for cell phones. These two factors are not used in determining weights for cell phone
interviews.

A large number of factors are considered in the weighting process. Age, gender, race/ethnicity, marital
status, education level, home ownership, geographic region, and cell vs. landline telephone are all
considered. Preliminary weights from the ratio of sampled phone numbers to all numbers are adjusted
recursively by these factors until a stable weight is produced.



Health in lowa Annual Report

Unfortunately, this weighting method has only been in place since 2011. This has disrupted trend
information for the data. Trend information in this report will only be determined from 2011 forward.
Even comparisons of data from 2011 may be unsound for optional module and state-added questions,
since 2012 is the first year cell phone interviews have been conducted for these.
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3. Demographics

The 6,227 respondents to the BRFSS for the year 2015 included 2,704 males and 3,523 females age 18
years and older. The following tables present the unweighted distribution of this respondent sample by
1) age and gender; 2) race/ethnicity; 3) level of education; and 4) annual household income.

Table 3.1: Distribution of lowa Survey Respondents by Age and Gender, 2015

Age Male Female Total
# % # % # %

18-24 175 2.8 130 2.1 305 4.9
25-34 224 3.6 270 4.3 494 7.9
35-44 302 4.8 348 5.6 650 | 10.4
45-54 459 7.4 526 8.4 985 | 15.8
55-64 641 | 10.3 798 | 12.8 (1,439 | 23.1
65-74 505 8.1 714 | 115 [1,219 | 19.6
75+ 369 5.9 693 | 11.1 |1,062 | 17.0
Unknown 29 0.5 44 0.7 73 1.1
Total 2,704 | 43.4 |3,523 | 55.6 |6,227 |100.0

Since 2013, race and ethnicity were broken down into much finer categories than in previous years,
however, the numbers for these in lowa are so small that we are continuing to display the same

categories used in the past.

Table 3.2: Distribution of lowa Survey Respondents by Race/Ethnicity, 2015

Race/Ethnicity # of Total Respondents (% of Total Respondents
White Non-Hispanic 5,788 93.0
Black Non-Hispanic 122 2.0
Other Non-Hispanic! 112 1.8
Hispanic 151 2.4
Unknown/Refused 54 0.9
Total 6,227 100.0

1 Other Non-Hispanic also includes those who chose multiple race categories.
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Table 3.3: Distribution of lowa Survey Respondents by Level of Education, 2015

Level of Education # of Total Respondents  |% of Total Respondents
Less than High School 345 5.5
High School Grad or GED 2,113 33.9
Some College or Technical School 1,825 29.3
College Graduate 1,918 30.8
Unknown/Refused 26 0.4
Total 6,227 100.0

Table 3.4: Distribution of lowa Survey Respondents by Annual Household Income, 2015

Household # of Total Respondents % of Total Respondents
Income

<$15,000 408 6.6
$15,000-5$24,999 765 12.4
$25,000- 34,999 579 9.4
$35,000-$49,999 842 13.6
$50,000-$74,999 918 14.9
>=$75,000 1,592 25.8
Unknown/Refused 1,065 17.3

Total 6,227 100.0
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4. General Health Status and Health-Related Quality of Life

Background

General health status defined by responses to a single question such as ‘How is your health, in general?’
have been found to be significant predictors of mortality. Additional studies that controlled for objective
health status, age, sex, life satisfaction, income, residence, and other factors confirm the risk of
mortality is two to six times greater for those individuals who had reported earlier their health was ‘bad
or poor’, compared to those who had reported their health as ‘excellent’ (DeSalvo, Bloser, Reynolds, He,
& Muntner, 2006). The risk associated with poor self-rated health was actually higher than the risks
associated with poor health status assessments by a physician.

The CDC has defined health-related quality of life (HRQOL) as ‘an individual’s or group’s perceived
physical and mental health over time’ (CDC, 2012). Physicians have often used HRQOL to measure the
effects of chronic iliness in their patients to better understand how an illness interferes with a person's
day-to-day life. Similarly, public health professionals use HRQOL to measure the effects of numerous
disorders, short- and long-term disabilities, and diseases in different populations. Tracking HRQOL in
different populations can identify subgroups with poor physical or mental health and can help guide
policies or interventions to improve their health.

Self-ratings of health or HRQOL seek to determine how people perceive their own health, and how well
they function physically and psychologically during their usual daily activities. These indicators are
important because they can assess dysfunction and disability not measured by standard morbidity and
mortality measures.

General Health Status Results

In 2015, when asked how their health was in general, 17.4 percent of respondents reported that it was
‘excellent’. Another 37 percent said it was ‘very good’. Further, 32.6 percent reported ‘good’ health and
13 percent rated their health as ‘fair or poor’. This is somewhat better than data from 2014, when 13.6
percent rated their health as ‘fair or poor’. There has been a decreasing trend of reported ‘fair or poor’
health for the past two years (see figure 4.1).

Age, education, household income, and race/ethnicity all had a significant impact on reported health
status (see table 4.1). Only 3.4 percent of those age 18 to 24 years reported ‘fair or poor’ health. Thirty-
seven percent of those with less than a high school education reported ‘fair or poor’ health. Other
respondents more likely to report having fair or poor health were those from households earning less
than $15,000 per year, Hispanics, and those 75 years old and older. Fewer than 10 percent of those with
a college education, household incomes $50,000 or higher, and aged 18 to 34 years reported fair or poor
health.

In answer to the question about how many days during the past 30 days was their physical health not
good, 68.2 percent of respondents reported none of the days and 9.8 percent reported 14 days or more.
As shown in table 4.2, those with older age, lower education, and lower income were more likely to
report 14 or more ‘poor’ physical health days. Likewise, females were more likely to report 14 or more
poor physical health days.
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Of those with household incomes less than $15,000, 22.2 percent reported having 14 or more poor
physical health days; those with less than a high school education showed an almost identical
prevalence (22.1%). lowans with household incomes of $75,000 or more and college graduates were
much less likely (4.7%) to report 14 or more poor physical health days.

When responding to the question of how many days during the past 30 days their mental health was
poor, 68.7 percent of the respondents indicated ‘none’ of the days and 9.5 percent reported ‘14 or more
days’. Table 4.2 shows the pattern for poor mental health days. Reporting 14 or more days in the past 30
of poor mental health is referred to as ‘frequent mental distress’ (FMD).

Men, older people, those with high education, and those with high income had a lower prevalence of
FMD. Those with an annual household income of $15,000 or less had the highest prevalence of FMD
(22.8%). Those who were age 75 and older had the lowest prevalence of FMD (3.7%).

When asked how many days poor physical or mental health kept them from performing their usual
activities, 65.1 percent said ‘none’ and 12.6 percent said ‘14 days or more’. Individuals with higher age,
lower income, less education and females were more likely to report poor physical or mental health
interfered with their usual activities.

Figure 4.1: Percentage of Self-Reported Fair or Poor General Health Status by Year
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Table 4.1: Percentage of Self-Reported Fair or Poor General Health Status, 2015

DEMOGRAPHIC

General Health Status

GROUPS Fair or Poor
% C.1. (95%)
TOTAL 13.0 (12.0-14.0)
SEX
Male 13.1 (11.5-14.7)
Female 13.0 (11.6-14.4)
RACE/ETHNICITY
Non-Hispanic White 11.7 (10.7-12.7)
Black Non-Hispanic 19.6 (9.6-29.6)
Other Non-Hispanic 13.4 (5.6-21.2)
Hispanic 29.8 (20.4-39.2)
AGE
18-24 3.4 (1.2-5.6)
25-34 7.0 (4.3-9.7)
35-44 10.6 (7.7-13.5)
45-54 16.2 (13.3-19.1)
55-64 17.5 (15.0-20.0)
65-74 17.7 (14.9-20.4)
75+ 22.2 (19.0-25.5)
EDUCATION
Less Than H.S. 37.0 (30.5-43.5)
H.S. or G.E.D. 14.7 (12.9-16.5)
Some Post-H.S. 10.6 (9-12.2)
College Graduate 49 (3.9-5.9)
HOUSEHOLD INCOME
<$15,000 33.7 (27.2-40.2)
$15,000- 24,999 25.5 (21.4-29.6)
$25,000- 34,999 18.1 (14-22.2)
$35,000- 49,999 12.1 (9.4-14.8)
$50,000- 74,999 7.8 (5.6-10.0)
$75,000+ 3.9 (2.7-5.1)
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Table 4.2: Percentage of Reported Days of Poor Physical or Mental Health in Past 30 Days, 2015

DEMOGRAPHIC 14 -30 Days of Poor 14 -30 Days of Poor
GROUP Physical Health Mental Health (FMD)
% | Cl(95%) % C.I. (95%)
TOTAL 9.8 (8.8-10.7) 9.5 (8.5-10.5)
SEX
Male 8.2 (7.0-9.4) 7.8 (6.3-9.2)
Female 11.3 (9.9-12.7) 11.2 (9.7-12.7)
RACE/ETHNICITY
White/Non-Hisp. 9.5 (8.4-10.6) 9.6 (8.5-10.7)
Black/Non-Hisp 8.0 (0.7-15.3) 8.9 (1.9-16.0)
Other/Non-Hisp 14.8 (7.3-22.3) 13.5 (6.4-20.5)
Hispanic 11.4 (5.0-17.8) 5.6 (1.4-9.9)
AGE GROUP
18-24 3.3 (0.9-5.7) 13.1 (8.9-17.3)
25-34 3.0 (1.4-4.7) 11.8 (8.5-15.0)
35-44 8.4 (5.6-11.2) 12.6 (9.6-15.5)
45-54 11.5 (9.1-13.9) 10.7 (8.4-13.1)
55-64 14.9 (12.6-17.3) 6.9 (5.4-8.4)
65-74 14.7 (12.2-17.2) 5.4 (4.0-6.9)
75+ 14.5 (11.9-17.1) 3.7 (2.0.4-5)
EDUCATION
Less than H.S. 2.1 | (17.3-26.8) 162 | (11.1-21.3)
H.S. or G.E.D. 10.2 (8.7-11.7) 8.9 (7.2-10.5)
Some Post-H.S. 9.7 (8.2-11.3) 10.2 (8.3-12.1)
College Grad. 4.7 (3.7-5.7) 6.7 (5.2-8.2)
HOUSEHOLD INCOME
< $15,000 22.2 (16.8-27.5) 22.8 (17.2-28.4)
$15,000- 24,999 184 | (14.4-22.3) 17.2 (13.2-21.1)
$25,000- 34,999 10.8 (7.9-13.8) 9.0 (5.9-12.1)
$35,000- 49,999 9.3 (7-11.7) 7.8 (5.3-10.3)
$50,000- 74,999 7.5 (5.5-9.6) 7.9 (5.4-10.3)
$75,000+ 4.7 (3.5-5.9) 5.5 (3.0-7.9)

Comparison with Other States

The percentage of people rating their health as fair or poor throughout the states and District of
Columbia ranged from 12 percent to 25.9 percent. The median value was 16.4 percent. lowa ranked in
the top ten best states, with only 13 percent rating their health as fair or poor.
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5. Insurance Coverage and Access to Health Care
Background

Access to health care is important for the prevention of disease, the detection of illness through
screening, treatment, and management of illness and injuries. Adults who have a usual source of care
are much more likely to use the health care system and obtain needed services (National Center for
Health Statistics, 2011).

Those who lack health insurance may find it impossible to obtain adequate health care; this includes
preventive care, management of chronic disorders such as diabetes or hypertension, emergency
treatment, and expensive surgery and hospital stays. A lack of access to health care allows small, easily
treatable conditions to become major health problems for many individuals (Hadley, 2007).

Accurate estimates of the uninsured are important to obtain. The landscape of health care coverage is
rapidly changing. With the implementation of the Affordable Care Act, it is critical to evaluate the
effects of these vast changes in the health care delivery system.

Health care costs have increased; this is especially true in particular sectors, such as pharmaceuticals.
Such increases hit individuals without health insurance and those living on fixed incomes harder. Both
access to and affordability of health care are important areas to monitor.

Insurance Coverage and Access to Health Care Results

The percent of people without health insurance coverage has plummeted due to the Affordable Care
Act. In 2015, 6.3 percent of adult lowans reported they had no health insurance. In 2014, the figure was
7.7 percent. For lowans between age 18 and 64 years, the figure has dropped to 7.8 percent from 9.6
percent the previous year (see figure 5.1). Almost everyone 65 years and older is covered by Medicare.

Table 5.1 shows that for people between ages 18 and 64 years, more males, younger people, less
educated people, people with lower incomes, and racial and ethnic minorities were more likely to lack
any health care coverage. People with less than a high school education were most likely to have no
health insurance coverage (26.1%); however, more than one-fifth of racial and ethnic minorities also had
no coverage.

Two other demographic variables that had an impact on health insurance coverage were employment
status and marital status. Regarding employment status, 11.5 percent of unemployed respondents
reported no health insurance coverage; 7.1 percent of employed or self-employed respondents had no
coverage. In regards to marriage, only 5.7 percent of married respondents had no health insurance
coverage, while 10.5 percent of unmarried respondents were without it.

Nearly half of those with health insurance coverage said their primary source was through an employer
or union (54.2%). A plan ‘purchased on your own through the marketplace’ was mentioned by 9.9
percent of respondents.
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Figure 5.1: No Health Insurance Coverage Trend, 2011-2015
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Comparison with Other States

In the 50 states and District of Columbia, the percent of non-elderly people without health insurance
ranged from 6 percent to 27.5 percent. The state with lowest percentage of those without health
insurance was Massachusetts, which was the first state to pass major health reform legislation. Only
four states had an equal or lower percentage of residents without health insurance than lowa. In lowa,
7.8 percent of non-elderly respondents reported not having any insurance. The median for states and
the District of Columbia was 13 percent.

Health Objectives for lowa and the Nation

The Healthy People 2020 and Healthy lowans goals for health insurance coverage are to see all people
covered by some form of health insurance. In lowa, 92.2 percent of non-elderly adults have coverage.
For all lowa adults, the figure is 93.7 percent. This is short of both goals.

Having one specific source of primary care also missed the mark. Healthy People 2020 has separate goals
for people age 18 to 64 and people 65 years and over. The goal for one specific source of primary care
for adults ages 18 to 64 is 89.2 percent, while the goal for age 65 and over is 100 percent. The results for
lowa were 71.9 percent and 85.6 percent, respectively. The Healthy lowans goal for all adults is 82.5
percent. The obtained prevalence of 73.1 percent also falls short of this goal.
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Percentage of Responses to Health Care Coverage and Access Questions in lowa, 2015

Table 5.1

DEMOGRAPHIC

No Health

Time Couldn't

Have One Person as

Had Checkup in Past Year

GROUPS Insurance Coverage Afford Help Health Provider
Age 18-64
% C.1. (95%) % C.l. (95%) % C.l. (95%) % C.l. (95%)

TOTAL 7.8 (6.6-9.0) 7.2 (6.2-8.2) 74.8 (73.2-76.4) 70.8 (69.2-72.4)
SEX

Male 9.6 | (7.6-11.6) 6.3 (5.1-7.5) 67.1 (64.6-69.6) 65.2 (62.8-67.6)

Female 6.0 (4.6-7.4) 8.1 | (6.7-9.5) 82.3 (80.5-84.1) 76.2 (74.0-78.4)
RACE/ETHNICITY

Non-Hispanic White 5.7 (4.7-6.7) 6.3 (5.5-7.1) 76.9 (75.3-78.5) 70.7 (69.1-72.3)

Non-White or Hispanic (22.0 | (16.3-27.7) |[13.9 | (9.3-18.4) 57.5 (51.0-64.0) 70.9 (64.7-77.0)
AGE

18-24 6.9 | (3.6-10.2) 5.7 | (3.0-8.4) 66.4 (60.5-72.3) 61.7 (55.4-68.0)

25-34 10.1 (7.2-13) 9.6 | (6.7-12.5) 60.6 (55.7-65.5) 56.3 (51.2-61.4)

35-44 9.3 (6.6-12) 9.6 | (6.9-12.3) 72.5 (68.4-76.6) 64.4 (59.9-68.9)

45-54 7.8 | (5.4-10.2) 9.7 | (7.3-12.1) 76.7 (73.4-80.0) 70.2 (66.7-73.7)

55-64 5.0 (3.4-6.6) 59 | (4.3-7.5) 81.8 (79.3-84.3) 78.1 (75.6-80.6)

65+ 1.0 (0.4-1.6) 3.8 | (2.6-5.0) 85.6 (83.6-87.6) 86.6 (84.8-88.4)
EDUCATION

Less than H.S. 26.1 | (18.5-33.7) |[16.4 |(11.3-21.5) | 67.3 (60.4-74.2) 72.0 (65.3-78.7)

H.S. or G.E.D. 9.7 | (7.5-11.9) 7.0 | (5.4-8.6) 73.7 (71.0-76.4) 72.2 (69.5-74.9)

Some Post-H.S. 5.7 (4.1-7.3) 7.1 | (5.5-8.7) 77.1 (74.6-79.6) 71.2 (68.3-74.1)

College Graduate 2.7 | (1.7-3.7) 41 | (2.9-5.3) 75.7 (73.0-78.4) 67.8 (64.9-70.7)
HOUSEHOLD INCOME

Less than $15,000 16.6 | (10.1-23.1) (13.9 | (9.0-18.8) 66.0 (58.6-73.4) 78.2 (71.9-84.5)

$15,000- 24,999 17.3 | (12.0-22.6) [16.4 |(12.5-20.3) | 73.2 (68.5-77.9) 72.5 (67.6-77.4)

$25,000- 34,999 14.9 | (9.4-20.4) 9.1 | (6.0-12.2) 71.3 (66.0-76.6) 67.0 (61.3-72.7)

$35,000- 49,999 6.8 (4.1-9.5) 6.2 | (4.0-8.4) 73.6 (69.3-77.9) 71.2 (66.9-75.5)

$50,000- 74,999 5.0 (2.8-7.2) 49 | (2.9-6.9) 78.9 (75.4-82.4) 66.4 (62.1-70.7)

$75,000+ 1.1 (0.5-1.7) 2.4 | (1.4-3.4) 78.8 (76.1-81.5) 70.0 (67.1-72.9)
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6. Hypertension Awareness

Background

Blood pressure is the force of blood against the walls of arteries. If this pressure rises and stays elevated
over time, it can damage the body in many ways. High blood pressure is a serious condition that can
lead to coronary heart disease, heart failure, stroke, kidney failure, and other health problems (National
Heart, Lung, and Blood Institute, 2015).

Blood pressure is typically recorded as two numbers: the systolic pressure (as the heart beats) over the
diastolic pressure (as the heart relaxes between beats). A consistent blood pressure reading of 140
millimeters of mercury (mmHg) or higher systolic, or 90 mmHg or higher diastolic, is considered high
blood pressure. Those with systolic blood pressure of 120-139 mmHg or diastolic blood pressure of 80-
89 mmHg are now classified as pre-hypertensive, requiring health-promoting lifestyle modifications to
prevent cardiovascular disease. A lower blood pressure is recommended in persons with diabetes or
chronic kidney disease (National Heart, Lung, and Blood Institute, 2015).

High blood pressure, which often has no symptoms, is a major risk factor for heart disease and stroke.
Epidemiological data suggest that lowering the average systolic blood pressure among Americans by 5
mmHg, would result in a 14 percent drop in deaths from stroke, a 9 percent drop in heart disease
deaths, and a 7 percent drop in overall mortality. A reduction as small as 2 mmHg in the average
American's systolic blood pressure could save more than 70,000 lives per year (National Heart, Lung,
and Blood Institute, 2003).

People who have high blood pressure can take steps to control it and reduce their risks for related
health problems. The population-based lifestyle intervention recommendations are weight loss, dietary
sodium restrictions, increased physical activity, moderation in alcohol consumption, and a heart-healthy
diet rich in fiber, with increased potassium from fruits and vegetables, and low in saturated and total fat
(National Heart, Lung, and Blood Institute, 2003). Other key steps include taking medication, and
following the treatment plan that a doctor prescribes.

Hypertension Awareness Results

In 2015, 30.6 percent of adult lowans reported ever being told they had high blood pressure. An
additional 1.1 percent reported being told they had borderline or pre-hypertension. This hypertension
figure is slightly less than the 31.4 percent reporting high blood pressure in 2013.

The prevalence of reporting a high blood pressure diagnosis was greater for males and those with lower
levels of education. A lower percentage of non-White or Hispanics reported being told they had high
blood pressure (see table 6.1).

Age had the greatest impact on the percentage of respondents reporting high blood pressure. The
highest percentage was 64.2 percent among respondents age 75 years and older, while the lowest was
among those age 18 to 24 (4.2%) (see figure 6.1).

Of those reporting high blood pressure, 78.5 percent reported taking medication for their condition.
Like high blood pressure itself, this percentage increases steadily with age, reaching a high of 94.3
percent for those 75 years and over. More females with high blood pressure took blood pressure
medicine than males (82 percent versus 75.4%), while education and income showed no systematic
relation to use of blood pressure medication.
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Figure 6.1: lowans Ever Told Blood Pressure is High by Age, 2015
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Comparison with Other States

Among all states and the District of Columbia, prevalence of reported hypertension ranged from 24.6
percent to 42.7 percent. The lowa prevalence of 30.6 percent was slightly better than the median of
30.9 percent.

Health Objectives for lowa and the Nation

According to Healthy People 2020, the objective for high blood pressure is that only 26.9 percent of the
adult population should report having high blood pressure. This is lower than what is currently the case
in lowa (30.6%). Another Healthy People 2020 goal is for 77.4 percent of people with high blood
pressure to be taking medication to lower it; the Healthy lowans goal is a rate of 75 percent. lowa’s
figure of 78.5 percent exceeds both the Healthy People 2020 goal and the Healthy lowans goal.
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Table 6.1: Percentage of lowans Told Blood Pressure Is High, 2015

DEMOGRAPHIC GROUPS | % C.l. (95%)
TOTAL 30.6 (29.2-32.0)
SEX
Male 324 (30.2-34.6)
Female 28.8 (27.0-30.6)
RACE/ETHNICITY
White/Non-Hisp. 31.3 (29.9-32.7)
Black/Non-Hisp 26.3 (15.7-36.9)
Other/Non-Hispanic 19.9 (10.5-29.3)
Hispanic 22.5 (14.1-30.9)
AGE
18-24 4.2 (1.8-6.6)
25-34 13.2 | (9.7-16.7)
35-44 18.7 | (15.2-22.2)
45-54 31.8 (28.3-35.3)
55-64 422 | (39.1-45.3)
65-74 543 | (50.9-57.7)
75+ 64.2 | (60.7-67.7)
EDUCATION
Less than H.S. 39.2 (32.5-45.9)
H.S. or G.E.D. 34.0 | (31.5-36.5)
Some Post-H.S. 30.2 (27.7-32.7)
College Graduate 23.2 (21.0-25.4)
HOUSEHOLD INCOME
Less than $15,000 36.1 (29.8-42.4)
$15,000- 24,999 37.9 (33.4-42.4)
$25,000- 34,999 40.1 | (34.8-45.4)
$35,000- 49,999 32.6 (28.7-36.5)
$50,000- 74,999 26.8 (23.5-30.1)
$75,000 24.8 | (22.3-27.3)

23



Health in lowa Annual Report
7. Cholesterol Awareness
Background

High blood cholesterol is one of the major risk factors for heart disease. The higher the blood cholesterol
level, the greater the risks for developing heart disease or having a heart attack.

Cholesterol is a waxy, fat-like substance that is found in all cells of the body and travels in small
packages called lipoproteins. When there is too much cholesterol, it builds up in the artery walls. Over
time, this buildup causes ‘hardening of the arteries’, a condition in which the arteries become narrowed
and blood flow to the heart is slowed or blocked. The blood carries oxygen to the heart; if enough blood
and oxygen cannot reach the heart, an individual may suffer chest pain. If the blood supply to a portion
of the heart is completely cut off by a blockage, the result is a heart attack (National Heart, Lung, and
Blood Institute, 2015).

High blood cholesterol itself does not cause symptoms, so many people are unaware their cholesterol
level is too high. If cholesterol numbers are too high, there is a risk for developing heart disease.
Reducing the numbers reduces the chance of a heart attack or dying of heart disease.

Lowering cholesterol is important for everyone - younger, middle age, and older adults; women and
men; and people with or without heart disease. All people age 20 and older should have their
cholesterol measured at least once every five years.

High cholesterol means a total cholesterol level greater than or equal to (>) 200 milligrams per deciliter
(mg/dl). Not all cholesterol increases the risk of heart disease. The cholesterol carried by low-density
lipoproteins (LDL) (so-called ‘bad’ cholesterol) increases the risk; the cholesterol carried by high-density
lipoproteins (HDL) (so-called ‘good’ cholesterol) lowers the risk and is beneficial. A level less than 40
mg/dL of HDL is low and is considered a major risk factor because it increases the risk for developing
heart disease. HDL levels of 60 mg/dL or more help to lower the risk for heart disease. Cholesterol
standards are more stringent for those people at high risk of heart attack due to other factors such as
diabetes or coronary heart disease (National Heart, Lung, and Blood Institute, 2015).

The main goal of cholesterol-lowering treatment is to lower the LDL (bad) cholesterol level enough to
reduce the risk of developing heart disease or having a heart attack. Methods include:

e Therapeutic Lifestyle Changes (TLC) — which includes a cholesterol-lowering diet (called the TLC
diet), physical activity, and weight management. TLC is for anyone whose LDL is above the goal.

e Medication - if cholesterol-lowering medicines are needed, they are used together with TLC
treatment to help lower LDL.

Cholesterol Awareness Results

In 2015, the percentage of lowans reporting ever having their blood cholesterol checked was 79.7
percent. When asked whether they had their blood cholesterol checked by a health professional during
the past five years, 75.7 percent of respondents reported having it checked. Women, respondents in
older age groups, people with more education, and those with higher household income were more
likely to report having a blood cholesterol test within the last five years. Hispanics or non-White races
were less likely to have a cholesterol test in the past five years (see table 7.1).
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Of the respondents who had their cholesterol tested, 36.1 percent reported they had ever been told by
a doctor or other health professional that their blood cholesterol was high. This figure is significantly
lower than the 41.1 percent found in 2013.

Age made a considerable difference in reporting of high cholesterol. Among 18 to 24-year-olds, only 6.3
percent reported high cholesterol, while 55.4 percent of those ages 65 to 74 reported high cholesterol
(see figure 7.1). People with higher education and income were somewhat less likely to report high
cholesterol.

Table 7.1: Blood Cholesterol in lowans, 2015

Demographic Had Blood Ever Been Told Blood
Groups Cholesterol Checked [Cholesterol High
in Past Five Years
% C.1. (95%) % C.1. (95%)

TOTAL 75.7 |(74.1-77.3) 36.1 | (34.5-37.7)
SEX

Male 73.4 | (71.0-75.8) 36.6 (34.1-39.1)

Female 77.9 | (75.5-80.3) 35.7 (33.5-37.9)
RACE/ETHNICITY

White/Non-Hispanic 77.3 | (75.5-79.1) 36.4 (34.8-38.0)

Non-White or Hispanic| 61.6 | (54.9-68.3) 335 (26.2-40.7)
AGE

18-24 32.6 | (26.3-38.9) 6.3 (0.0-13.0)

25-34 62.1 (57-67.2) 15.1 (10.6-19.6)

35-44 70.6 (66.3-74.9) 24.5 (19.8-29.2)

45-54 85.3 | (82.4-88.2) 33.5 (29.8-37.2)

55-64 90.6 | (88.6-92.6) 47.1 (44.0-50.2)

65-74 95.3 | (93.7-96.8) 55.4 | (52.0-58.9)

75+ 95.5 | (94.0-96.9) 51.2 (47.3-55.1)
EDUCATION

Less than H.S. 71.8 | (65.1-78.5) 47.7 | (39.7-55.7)

H.S. or G.E.D. 72.1 | (69.0-75.2) 38.9 (36.2-41.6)

Some Post-H.S. 76.2 | (73.3-79.1) 344 (31.7-37.1)

College Graduate 80.8 | (78.1-83.5) 31.7 (29.2-34.2)
HOUSEHOLD INCOME

Less than $15,000 69.8 | (62.2-77.4) 41.4 (34.0-48.8)

$15,000- 24,999 69.8 | (64.5-75.1) 37.8 (32.7-42.9)

$25,000- 34,999 73.3 | (67.8-78.8) 39.1 (33.4-44.8)

$35,000- 49,999 74.9 | (70.4-79.4) 36.7 (32.4-41.0)

$50,000- 74,999 77.2 | (73.1-81.3) 37.4 (33.3-41.5)

$75,000+ 84.8 | (82.3-87.3) 314 (28.7-34.1)
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Figure 7.1: lowans Ever Told Their Cholesterol Was High by Age, 2015
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Comparison with Other States

The percentage of people having their cholesterol checked within the past five years among all the
states and the District of Columbia ranged from 68.3 percent to 84 percent. lowa’s value of 75.7 percent
was below the median of 77.7 percent.

Of those tested, the range for those who were told their cholesterol was high was 31.3 percent to 42
percent. lowa’s value of 36.1 percent was slightly lower than the median of 36.3 percent. lowa improved
greatly in this area relative to the nation as a whole, which saw some improvement.

Health Objectives for the Nation

Based on the national health objectives for the year 2020, 82.1 percent of adults should have had their
blood cholesterol checked within the past five years. In 2015, only 75.7 percent of lowans aged 18 and
older had their blood cholesterol checked within the past five years. According to the HP 2020 goals,
high cholesterol should be reported by only 13.5 percent of all people over age 20. The level in lowa was
more than double that, at 36.8 percent.
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8. Cardiovascular Diseases

Background

Cardiovascular disease (CVD) refers in principle to any or all of the many disorders that can affect the
circulatory system. CVD most often means heart disease, heart failure, or stroke. Taken together, these
are the circulatory system disorders of greatest public health concern in the United States today. Heart
disease includes coronary heart disease (CHD) or heart attack, also known as myocardial infarction (Ml).
Stroke refers to a sudden impairment of brain function, sometimes termed ‘brain attack’, which results
from interruption of blood circulation to a part of the brain. Heart disease and stroke are mainly
consequences of clogged arteries (atherosclerosis) and high blood pressure (hypertension).

Heart disease and stroke are the most common cardiovascular diseases. Although the death rate from
these diseases has fallen in the past few years, heart disease and stroke are still leading causes of death
in the United States, accounting for nearly a third of all annual deaths (Centers for Disease Control and
Prevention, 2013).

Deaths are only part of the picture. More than 80 million Americans currently live with a cardiovascular
disease. Coronary heart disease is a leading cause of premature, permanent disability in the U.S.
workforce. Stroke alone accounts for disability in nearly one million Americans. Each year, 15 to 30
percent of stroke survivors are permanently disabled. A stroke may lead to paralysis, speech difficulties,
and emotional problems. Following a heart attack, individuals frequently suffer fatigue and depression
and they may find it more difficult to engage in physical activities. More than seven million
hospitalizations each year are because of cardiovascular disease (Go et al, 2013).

The economic impact of cardiovascular disease on our nation’s health care system continues to grow as
the population ages. About one in six health care dollars is devoted to cardiovascular disease. Heart
disease and stroke cost the nation an estimated $316.6 billion in health care costs and lost productivity
in 2011 and these costs are rising (Centers for Disease Control and Prevention, 2013). On a personal
level, families who experience heart disease or stroke not only deal with medical bills, but also lost
wages and the real potential of a decreased standard of living.

In lowa, heart disease is the number one cause and stroke is the sixth leading cause of death. Even so,
the death rate from these causes has steadily declined. The rate for heart disease per 100,000
population has gone from 363.9 in 1994 to 209.5 in 2014. The rate of deaths from stroke has gone from
82.91in 1994 to 45.3 in 2014 (lowa Department of Public Health, 2016). These decreases are mostly a
result of emergency response, medicines, surgical procedures and improved systems of care after an
acute event.

At the same time mortality has declined, the BRFSS is documenting noteworthy increases in many risk
factors that lead to heart disease and stroke. Reducing cardiovascular disease risk requires an integrated
strategy that includes:

1) Lifestyle behavior change - weight management; increased physical activity; no tobacco use; a
low-fat, low-cholesterol diet with moderate sodium, sugar and alcohol intake; and control of
high blood cholesterol, elevated blood pressure, and diabetes.

2) Community environmental support, such as population screening to identify individuals with
high levels of blood cholesterol, blood pressure, blood glucose, and other individuals at risk for
heart disease. Community support also includes interventions that teach the skills necessary for
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behavior change that make living a healthier life easier. One popular example is the
establishment and upkeep of public bicycle trails.

3) Development of public policies that encourage healthy lifestyle behaviors. These may be
implemented in the form of laws, regulations, standards, or guidelines that contribute to setting
social and environmental conditions. Dietary patterns result from the influences of food
production policies, marketing practices, product availability, cost, convenience, knowledge,
personal choices, and preferences that are often based on early-life habits.

Cardiovascular Diseases Results

In 2015, 4.3 percent of adult lowans had been told by a doctor that they had had a heart attack or
myocardial infarction; 3.8 percent had been told they had coronary heart disease or angina, and 2.3
percent had been told they had a stroke. Although these values may seem small, they represent
approximately 90,000 lowans with a heart attack or heart disease and 60,000 with a stroke. About 7.5
percent of lowans reported being told they had any of the three conditions. This is a decrease from the
8.2 percent reported in 2014.

Table 8.1 shows the distribution of these conditions by demographic groups. Myocardial infarction and
coronary heart disease/angina are combined when looking at the influence of various demographic
factors.

Those more likely to experience heart-related conditions include men, older people, people with lower
education, or people with lower household incomes. Minority race/ethnic groups reported them less
often. Age is the variable with the most impact on heart-related conditions. Less than two percent of
those under age 45 reported a heart condition, while 18 percent of those 75 years or older reported a
heart condition and 22.7 percent reported any of the three cardiovascular conditions. The pattern was
much the same for those who said they had a stroke with respect to age, education, and income. There
was no gender difference for reported strokes.

These results represent those who have survived cardiovascular events, which may not match the actual
prevalence of these conditions. Events ending in death on the first occurrence are not considered here.
Mortality data is required to complement the information from this survey.
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Table 8.1: Prevalence among lowans of Heart Attack, Heart Disease, and Stroke, 2015

DEMOGRAPHIC Had any Heart Disease Had Stroke Had Any Cardio-vascular
GROUPS (Ml or CHD) Disease
% C.l. (95%) % C.l. (95%) % C.I. (95%)
TOTAL 6.0 (5.4-6.6) 2.3 (1.9-2.7) 7.5 (6.8-8.2)
SEX
Male 7.7 (6.6-8.7) 2.2 (1.6-2.8) 8.9 (7.8-10.1)
Female 4.4 (3.7-5.1) 24 (1.8-3.0) 6.1 (5.3-7.0)
RACE/ETHNICITY
White/Non-Hisp. 6.2 (5.5-6.8) 24 (2.0-2.8) 7.7 (7.0-8.4)
Black/Non-Hisp. 2.6 (0.4-4.9) 3.5 (0.4-6.7) 6.0 (2.2-9.9)
Other/Non-Hisp. 2.9 (0.2-5.6) 1.1 (0.0-2.9) 4.0 (0.8-7.2)
Hispanic 2.6 (0.0-5.3) 0.8 (0.0-1.8) 2.6 (0.0-5.3)
AGE
18-24 0.0 (0-0) 0.1 (0.0-0.3) 0.1 (0.0-0.3)
25-34 0.3 (0.0-0.9) 0.3 (0.0-0.7) 0.6 (0.0-1.3)
35-44 1.9 (0.5-3.3) 0.6 (0.0-1.2) 2.5 (1.0-4.0)
45-54 3.4 (2.1-4.7) 2.0 (1.0-3.0) 5.1 (3.6-6.7)
55-64 9.7 (7.7-11.6) 2.7 (1.7-3.7) 10.9 (8.9-12.9)
65-74 14.3 (11.8-16.9) 4.8 (3.1-6.4) 17.8 (14.9-20.6)
75+ 18.0 (15.3-20.8) 8.3 (6.3-10.3) 22.7 (19.7-25.8)
EDUCATION
Less Than H.S. 11.2 (7.6-14.8) 4.4 (2.2-6.6) 13.3 (9.4-17.2)
H.S. or G.E.D. 6.7 (5.7-7.8) 3.0 (2.2-3.8) 8.6 (7.3-9.8)
Some Post-H.S. 5.7 (4.6-6.7) 1.7 (1.1-2.3) 7.0 (5.8-8.1)
College Graduate 3.4 (2.6-4.1) 1.4 (0.8-2.0) 4.4 (3.6-5.3)
HOUSEHOLD INCOME
Less than $15,000 10.5 (7.0-13.9) 5.4 (2.9-7.9) 13.6 (9.7-17.5)
$15,000- 24,999 9.5 (7.2-11.8) 4.1 (2.7-5.5) 11.8 (9.3-14.4)
$25,000- 34,999 7.2 (4.8-9.6) 2.3 (0.9-3.7) 9.0 (6.3-11.7)
$35,000- 49,999 7.6 (5.7-9.4) 2.8 (1.6-4.0) 9.0 (7.0-11.1)
$50,000- 74,999 5.2 (3.7-6.7) 1.2 (0.4-2.0) 6.1 (4.4-7.7)
$75,000+ 2.7 (1.9-3.5) 0.7 (0.3-1.1) 3.3 (2.4-4.2)
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9. Overweight and Obesity
Background

Overweight and obesity are considered by many to be the most serious health problems in America
today. Obesity is a condition linked to risk factors for leading causes of death, including heart disease,
cancer, and stroke. It is associated with type 2 diabetes, atherosclerosis (hardening of the arteries),
gout, asthma, hypertension, sleep apnea, and osteoarthritis (U. S. Department of Health and Human
Services, 2001). Obesity has been increasing so rapidly, it may be regarded as an epidemic.

The origin of overweight involves many factors. It reflects inherited, environmental, cultural, and
socioeconomic traits. The increase in the prevalence of being overweight is a result of a shift in energy
balance, in which energy taken in from food is greater than energy used in physical activity (Centers for
Disease Control and Prevention, 2015).

Strategies to combat obesity would seek to advance policies that:

e Increase the availability of affordable healthy foods in all communities;
e Increase the frequency, intensity, and duration of physical activity;

e Improve access to safe and healthy places to live, work, learn, and play;
e Limit screen time; and

e Encourage employers to provide workplace wellness programs.

Exact measurements of body fat require sophisticated equipment. Consequently, obesity is often
estimated from weight standards that are adjusted for body frame. Carefully measured weight and
height remain the most easily performed and useful means to determine nutritional status and to
predict mortality for the general population (Centers for Disease Control and Prevention, 2015).

Body mass index (BMI) is used to determine the appropriateness of weight for a person’s height. BMl is
defined as a person's body weight in kilograms divided by their height in meters squared [weight
(kg)/height (m?)]. Estimations of the prevalence of overweight and obesity in this report are based on
BMI determined from self-reported weight and height. In adults, overweight is considered to be a BMI
value greater than or equal to 25 and less than 30. Obesity is considered to be a BMI greater than or
equal to 30. This self-report method is likely to result in an underestimation of the actual extent of
obesity; however, comparisons among demographic groups, states, and years are likely to be valid.
Furthermore, this is the only measure of overweight and obesity available on the state level.

Obesity and its associated health problems have a large economic impact on the United States. Medical
costs associated with overweight and obesity may involve direct and indirect costs. Direct medical costs
may include preventive, diagnostic, and treatment services related to obesity. Indirect costs relate to
morbidity and mortality, including productivity. In 2008 dollars, direct medical costs were estimated to
be $147 billion. The annual nationwide productive costs of obesity range between $3.38 billion and
$6.38 billion. Because of the large number of people in the Baby Boomer generation and its high rate of
obesity, obesity-related costs to Medicare are likely to grow significantly as this population ages. In
2007-2008, 5.7 million men and 16.5 million women who were eligible for military service exceeded the
Army's enlistment standards for weight and body fat. There are other costs that are more difficult to
estimate. For instance, because people are heavier, airlines spend more on jet fuel; the obese
themselves spend more on gas (Herper, 2009). It is estimated that lowa could save 5.7 billion dollars by
2030 if BMI were lowered by just five percent (The Trust for America's Health, 2013).
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Overweight & Obesity Results

The BRFSS data show that in 2015, 34.5 percent of non-pregnant adult lowans were overweight and
32.1 percent were obese, based on BMI. The combined percentage of individuals who were overweight
or obese was 66.7 percent. This combined prevalence is nearly identical to that in 2014; however, the
rate of obesity has increased, while the rate of those overweight has decreased. In 2014, 36 percent of
non-pregnant adult lowans were overweight and 30.9 percent were obese (see figure 9.1). The level of
obesity was the highest it has been in the last five years.

Demographic factors behave somewhat differently for overweight and obesity. The self-reported
weights show more males than females are overweight and obese. Prevalence of overweight and
obesity increases with age until middle-age. A large decline is seen in obesity for people age 75 and

Table 9.1: Overweight and Obese lowans Based on BMI, 2015

DEMOGRAPHIC Overweight Obesity Combined
GROUPS % C.l. (95%) % C.l. (95%) % C.1. (95%)
TOTAL 34.5 | (32.9-36.1) | 32.1 |(30.5-33.7) |[66.7 | (64.9-68.5)
SEX
Male 38.9 | (36.5-41.3) |34.8 |(32.4-37.2) |73.7 | (71.3-76.1)
Female 29.8 | (27.6-32.0) | 29.3 |(27.1-31.5) [59.0 | (56.5-61.5)
RACE/ETHNICITY
White/non-Hisp. 34.4 | (32.6-36.2) | 32.5 |(30.7-34.3) |66.9 | (65.1-68.7)
Non-White or Hisp. | 34.4 | (27.4-41.3) |29.7 |(23.3-36.2) |64.1 | (57.1-71.1)
AGE GROUP
18-24 29.5 | (23.4-35.6) 17.8 |(12.7-22.9) [47.3 (40.6-54.0)
25-34 29.4 | (24.5-34.3) |32.2 |(27.1-37.3) |61.7 | (56.4-67.0)
35-44 33.4 |(28.9-37.9) |37.8 |(33.3-42.3) |71.3 | (67.0-75.6)
45 -54 34.0 | (30.3-37.7) | 36.5 |(32.8-40.2) |70.5 | (67.0-74.0)
55 - 64 39.9 | (36.8-43.0) | 35.4 |(32.3-38.5) |75.3 | (72.6-78.0)
65-74 37.8 | (34.4-41.2) | 36.7 |(33.1-40.2) |74.4 | (71.3-77.6)
75+ 39.1 | (35.2-42.9) |24.8 |(21.4-28.2) |63.9 | (60.1-67.7)
EDUCATION
Less than H.S. 36.3 | (29.2-43.4) | 33.4 |(26.5-40.3) [69.7 | (62.6-76.8)
H.S. or G.E.D. 34.0 | (31.3-36.7) | 34.5 |(31.6-37.4) |68.4 | (65.5-71.3)
Some Post-H.S. 33.1 | (30.2-36.0) | 33.5 |(30.6-36.4) |66.6 | (63.5-69.7)
College Graduate 36.7 | (33.8-39.6) | 26.6 |(24.1-29.1) |63.3 | (60.4-66.2)
HOUSEHOLD INCOME
Less than $15,000 29.7 | (23.0-36.4) | 32.1 |(25.4-38.8) [61.8 | (54.4-69.2)
$15,000- 24,999 32.6 | (27.7-37.5) | 35.1 |(30.2-40.0) |67.7 | (62.8-72.6)
$25,000- 34,999 30.1 | (25.0-35.2) | 38.7 |(33.2-44.2) |68.8 | (63.3-74.3)
$35,000- 49,999 34.1 | (29.8-38.4) | 33.9 |(29.6-38.2) [68.0 | (63.5-72.5)
$50,000- 74,999 349 | (30.8-39.0) | 38.0 |(33.9-42.1) |72.8 | (68.9-76.7)
$75,000+ 38.2 | (35.1-41.3) | 28.0 |(25.1-30.9) |66.1 | (63.0-69.2)
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Figure 9.1: Overweight and Obesity by Year, 2011-2015
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older. Females show a higher prevalence of obesity than males between ages 25 and 34, while males are
more likely than females to be obese above the age of 35.

Overweight prevalence is lowest for high school graduates and people with some college, while obesity
prevalence is lowest for college graduates. Likewise, the percentage overweight tends to be lower at
lower incomes. Conversely, obesity is higher at moderate income and decreases significantly for people
in households earning more than $75,000 per year (see table 9.1 and figure 9.3).

Comparison with Other States

lowa’s obesity figure of 32.1 percent in 2015 was well above the U.S. median of 29.8 percent. The range
of prevalence among the 50 states and District of Columbia for obesity was 20.2 percent to 36.2
percent. For obesity and overweight combined, lowa had a prevalence of 66.7 percent, compared to a
U.S. median of 65.5 percent.

Health Objectives for lowa and the Nation

The Healthy People 2020 national weight objective calls for increasing the prevalence of healthy weight
(neither overweight nor obese) to 33.9 percent among adults age 20 years and older. lowa is well below
this target, with 31.1 percent at healthy weight. The Healthy People 2020 goal for obesity is 30.6
percent. lowa has a prevalence of 33 percent for those over age 20, falling short of the HP 2020 target.
The Healthy lowans goal for obesity is 27 percent. lowa’s figure of 32.1 percent for all adults fails to
achieve this goal and is moving in the wrong direction.
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Figure 9.2: Obesity by Age and Sex, 2015
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Figure 9.3: Overweight and Obesity by Income, lowa 2015
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10. Diabetes

Background

Diabetes mellitus is a group of diseases characterized by high levels of blood glucose resulting from
defects in insulin production, insulin action, or both. The most common type is type 2 diabetes, in which
the body does not use insulin properly, a condition known as insulin resistance (American Diabetes
Association, 2015).

The rate of new cases of diagnosed diabetes in the United States has begun to fall, but the numbers are
still very high (Centers for Disease Control and Prevention, 2016). 29.1 million people or 9.3 percent of
the U.S. population have diabetes; in addition, 27.8 percent of people with diabetes are undiagnosed
(Centers for Disease Control and Prevention, 2014). Diabetes may affect persons of all ages, although
prevalence increases with age. There are also several people with elevated blood glucose who are not
yet considered to have diabetes, but are said to have pre-diabetes. This condition often develops into
full diabetes.

Skyrocketing costs accompany this epidemic, with an estimated total annual cost (direct and indirect) in
2012 of $245 billion. This figure represents a 41 percent increase over a five-year period. This includes
direct medical costs of $176 billion and indirect costs resulting from increased absenteeism, reduced
productivity, disease-related unemployment disability, and loss of productive capacity due to early
mortality of another $69 billion. On average, people with diagnosed diabetes have medical expenditures
that are approximately 2.3 times higher than the expenditures would be in the absence of diabetes.
Approximately one in five health care dollars can be attributed to diabetes (American Diabetes
Association, 2013).

The good news is that research studies have found that positive lifestyle changes can prevent or delay
the onset of type 2 diabetes among high—risk adults. Lifestyle interventions include diet modification,
weight loss, and moderate-intensity physical activity (such as walking for two and one-half hours each
week).

The complications of diabetes are many and severe. Diabetes is the seventh leading cause of death in
the United States and this may be an underestimation, since conditions caused by diabetes are
sometimes the underlying cause of death. These conditions can include heart disease, stroke, high blood
pressure, kidney disease, blindness, diseases of the nervous system, dental disease, complications of
pregnancy, lower extremity amputations, and lower resistance to other diseases. Complications can be
minimized when diabetes is diagnosed early and patients are taught to self-manage their disease
through blood glucose control, weight control, taking medications appropriately, decreasing unhealthy
lifestyles such as smoking, and implementing healthy lifestyle interventions (Centers for Disease Control
and Prevention, 2014).

The Diabetes Prevention and Control Program at the lowa Department of Public Health acts as a
resource for health care professionals regarding the latest guidelines for diabetes care, coordinates a
statewide diabetes network, and collaborates with local community projects to develop initiatives on
public awareness, prevention, and other areas of disease management. The program also certifies
programs for Medicaid reimbursement and assists certified programs in maintaining quality standards
for outpatient education.
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Diabetes Results

In 2015, 8.8 percent of respondents had ever been told by a physician that they have diabetes, excluding
women told only during pregnancy. This is less than the figure in 2014, when 9.5 percent of lowans had
ever been told that they have diabetes. The prevalence of diabetes appears to have begun to decline
(see figure 10.1).

Table 10.1 shows the rate of diabetes is much higher when respondents are older, lower in education,
and have a lower household income. It is also higher among males and differs widely among racial and
ethnic groups. The demographic group with the highest percentage of diagnosed diabetics is people age
65 to 74 years (20.8%), while the group with the lowest percentage is people age 18 to 24 years (0.3%)
(see table 10.1).

Table 10.1: lowans Ever Told They Had Diabetes, 2015

DEMOGRAPHIC
GROUP % C.1. (95%)
TOTAL 8.8 (8.0-9.6)
SEX
Male 9.7 (8.5-10.9)
Female 7.9 (6.9-8.9)
RACE/ETHNICITY
White/Non-Hisp. 8.7 (7.9-9.5)
Black/Non-Hisp. 7.4 (3.1-11.7)
Other/Non-Hisp. 3.0 (0.1-5.9)
Hispanic 11.3 (4.6-18.0)
AGE GROUP
18-24 0.3 (0.0-0.7)
25-34 1.3 (0.1-2.5)
35-44 3.5 (1.7-5.3)
45-54 7.6 (5.6-9.6)
55-64 15.3 (12.9-17.7)
65-74 208 | (17.9-23.7)
75+ 17.0 | (14.2-19.8)
EDUCATION
Less than H.S. 14.7 (10.2-19.2)
H.S. or G.E.D. 10.3 (8.9-11.7)
Some Post-H.S. 8.4 (7.0-9.8)
College Graduate 5.0 (4.0-6.0)
HOUSEHOLD INCOME
Less than $15,000 16.8 (12.3-21.3)
$15,000- 24,999 12.5 (10.0-15.0)
$25,000- 34,999 10.9 (8.0-13.8)
$35,000- 49,999 11.1 (8.7-13.5)
$50,000- 74,999 5.3 (3.9-6.7)
$75,000+ 4.6 (3.6-5.6)
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Among individuals who had been told they had diabetes, the highest percentage reported being first
diagnosed at age 46 to 60 years old (44.4%). The age group in which the least reported being first
diagnosed was less than age 16 years (2.3%).

Of those ever told by a physician that they have diabetes, 36 percent reported currently taking insulin.

When asked how many times they had seen a health professional for their diabetes in the last year, the
most common answer was four (28.9%), while 9.1 percent said never.

Respondents told by a physician they had diabetes were asked how many times they had their blood
sugar checked in the past 12 months. About 61.6 percent checked their blood sugar one to five times a
day themselves or with the help of a friend or family member. About 12 percent reported never testing
their blood sugar. Around 96 percent had it checked at least once within the past year by a health
professional through a glycosylated hemoglobin test, frequently referred to as an A1C. Around 3.4
percent reported not having had the A1C test. Another 0.6 percent reported they had never heard of
such a test. Roughly equal numbers of diabetics had this test done one to four times a year. It is
recommended that this test be done at least twice a year and at least three months apart.

Figure 10.1: Percent of lowans with Diagnosed Diabetes per Year, 2011-2015
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Individuals with diabetes should check their feet daily for sores and irritations, and should have them
checked at least once a year by their health care provider. When asked how often they check their feet,
60.4 percent of respondents who were ever diagnosed with diabetes claimed to have checked them at
least daily. Another 13.9 percent said they never checked them. Around 83.7 percent of respondents
with feet reported they had their feet checked by a health professional at least once within the past 12
months.

Because persons with diabetes are at high risk of eye complications leading to blindness, regular eye
examinations, including pupil dilation, are important. Respondents who reported ever having diabetes
were asked when they had their last eye exam in which their pupils were dilated. About 71.1 percent
reported within the last 12 months, while 4 percent reported never having such an examination. Among
lowans with diabetes, 19.6 percent had been told it had affected their eyes.
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Learning how to manage diabetes is very important to keep it from leading to deteriorating health. Only
62.8 percent of those with diabetes in 2015 reported having taken a class on how to manage it.

Comparison with Other States

The median prevalence of diagnosed diabetes for the 50 states and District of Columbia was 9.9 percent
in 2015. Prevalence ranged from 6.8 percent to 14.7 percent. The figure for lowa was somewhat better
than the median at 8.8 percent.

Health Objectives for lowa and the Nation

Healthy People 2020 has a goal of 58.7 percent of people with diabetes having a dilated eye exam in the
last 12 months. Healthy lowans has a goal of 85 percent. lowa’s figure of 71.1 percent is better than the
national goal, but less than the lowa goal.

Healthy People 2020 also has the goal of 71.1 percent of adults with diabetes to have a glycosylated
hemoglobin measurement at least twice a year. lowa surpasses this goal with 78.9 percent.

The Healthy People 2020 goal for the proportion of adults with diabetes who perform self-blood glucose
monitoring at least once daily is 70.4 percent. lowa falls short of this goal with 63.9 percent.

lowa has met the Healthy People 2020 goal for the proportion of persons with diagnosed diabetes who
receive formal diabetes education. The goal calls for 62.5 percent to have such education, while lowa’s
prevalence is 62.8 percent.
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11. Respiratory Diseases

Background

The ability to breathe is critical to life. Several respiratory diseases exist that can make breathing
difficult, including asthma and chronic obstructive pulmonary disease (COPD).

Asthma is a chronic, inflammatory disease of the lungs in which the airways become blocked or
narrowed, causing breathing difficulty. It is characterized by recurrent wheezing, breathlessness,
coughing, and chest tightness (National Heart Lung and Blood Institute, 2014).

This chronic disease affects more than 25 million Americans of all ages. Asthma is the most common
chronic disease of childhood. About seven million children in the U.S. suffer from asthma. Prevalence
among adults and children has increased sharply since 1980 (Centers for Disease Control and
Prevention, 2011).

The causes of asthma are not completely understood, but are most likely a combination of personal and
environmental risk factors. Those risk factors for asthma include family history of asthma and allergies,
acute respiratory infections, exposure to indoor air pollution (tobacco smoke, animal dander, dust
mites, cockroaches, occupational exposures to more than 250 substances), outdoor air pollution
(burning leaves, pollen, air pollutants), obesity, and lack of exercise. Diet and early exposure to certain
infectious agents may provide some protection. After developing asthma, a person often becomes
especially sensitive to any exposures to the listed environmental risk factors (National Heart Lung and
Blood Institute, 2014).

Asthma is a leading cause of inpatient admission and of unscheduled emergency department and
physician office visits. Many of these admissions and visits could be avoided if medical and self-
management of asthma were carried out according to national guidelines. Self-management of asthma
involves the use of drugs and the avoidance of known triggers. People who suffer from asthma are
encouraged to develop an asthma management plan.

Poor asthma control continues to be associated with increased emergency department visits,
hospitalizations, and medical costs. The estimated total cost of asthma to society, including medical
expenses ($50.1 billion per year), loss of productivity resulting from missed school or work days ($3.8
billion per year), and premature death (S2.1 billion per year) was $56 billion (2009 dollars) in 2007; a $3
billion (5.7%) increase from 2002. Medical expenses associated with asthma were $3,259 per person per
year from 2002 to 2007 (Centers for Disease Control and Prevention, 2011).

Chronic Obstructive Pulmonary Disease (COPD) includes both chronic bronchitis and emphysema. It is
one of the most common lung diseases. Chronic bronchitis is defined by a long-term cough with mucus,
while emphysema is defined by destruction of the lungs over time. Most people with COPD have a
combination of both conditions (MedlinePlus, 2016).

Smoking is the leading cause of COPD. The more a person smokes, the more likely that person will
develop COPD. Another cause is exposure to secondhand smoke or air pollution.

There is no cure for COPD; however, there are many ways to relieve symptoms and keep the disease

from getting worse. Persons with COPD must stop smoking. This is the best way to slow lung damage.
Medications may also be used to treat COPD symptoms. Oxygen therapy at home may be needed if a
person has a low level of oxygen in their blood.
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Respiratory Diseases Results

In 2015, 12.2 percent of lowans reported ever being diagnosed by a physician with asthma. Out of all
adult lowans, 7.6 percent currently have asthma and 4.4 percent formerly had asthma.” This is better
than 2014, when 13.2 percent of lowans reported ever having and 8.5 percent reported currently having
asthma. The current asthma figure is the lowest it has been in the past five years, though nearly
identical to the prevalence found in 2013 (see figure 11.1).

Figure 11.1: Current Asthma in lowa by Year—2011-2015
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In lowa, women and the very poor are more likely to currently have asthma. Hispanics, the elderly, and
people earning over $75,000 per year are less likely to currently have asthma. The highest current
asthma prevalence was among people earning less than $15,000 per year (14.4%). The lowest
prevalence was among Hispanics (3%) (see table 11.1).

Starting in 2006, a special callback survey enabled the BRFSS to collect a considerable amount of
information from the people who reported they or their children had ever had asthma. Most of the data
from that survey is not included in this report, but may be presented separately. However, the 2014
callback survey found 6.5 percent of adults with asthma had asthma-related emergency or urgent care
visits. This is worse than the 2013 figure of 5.4 percent.

* For some who had ever had asthma, their current status could not be determined.
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Table 11.1: lowans Currently and Formerly Having Asthma, 2015

DEMOGRAPHIC Current Asthma Former Asthma
GROUPS % C.1. (95%) % C.I. (95%)
TOTAL 7.6 (6.8-8.4) 4.4 (3.6-5.2)
SEX
Male 5.6 (4.4-6.8) 4.9 (3.7-6.1)
Female 9.5 (8.1-10.9) 4.0 (3.0-5.0)
RACE/ETHNICITY
White/non-Hispanic 7.6 (6.6-8.6) 4.2 (3.4-5)
Black Non-Hispanic 8.3 (3.0-13.6) 9.9 (1.9-17.9)
Other Non-Hispanic 12.6 (4.4-20.8) 2.7 (0-17.4)
Hispanic 3.0 (0.0-6.9) 4.7 (0.2-9.2)
AGE
18-24 8.8 | (5.3-12.3) 5.7 | (3.0-8.4)
25-34 6.7 | (4.2-9.2) 8.6 | (5.7-11.5)
35-44 7.8 | (5.4-10.2) 3.0 | (1.4-4.6)
45-54 8.8 | (6.6-11.0) 3.6 | (2.0-5.2)
55-64 7.7 | (6.1-9.3) 3.0 | (2.0-4.0)
65-74 69 | (5.2-8.7) 33 | (2.1-4.6)
75+ 59 | (4.2-7.6) 30 | (1.7-4.3)
EDUCATION
Less than H.S. 8.7 | (5.2-12.2) 6.8 | (3.1-10.5)
H.S. or G.E.D. 6.9 (5.3-8.5) 4.0 (2.8-5.2)
Some Post-H.S. 8.4 (6.8-10.0) 4.5 (3.1-5.9)
College Graduate 7.0 (5.6-8.4) 4.1 (2.9-5.3)
HOUSEHOLD INCOME
Less than $15,000 14.4 | (10.1-18.7) 3.6 (0.7-6.5)
$15,000- 24,999 8.7 (6.2-11.2) 6.2 (3.5-8.9)
$25,000- 34,999 5.5 (3.1-7.9) 2.4 (0.2-4.6)
$35,000- 49,999 9.7 (6.8-12.6) 3.2 (1.6-4.8)
$50,000- 74,999 7.3 (5.1-9.5) 4.8 (2.6-7.0)
$75,000+ 49 (3.7-6.1) 5.0 (3.4-6.6)

When asked if they had been told they had COPD, 5.7 percent said they had been told. This is the same
as 2014. COPD was more common among older people, people with less education, and people with
lower household income. Blacks and Hispanics were less likely to report COPD (see table 11.2). The
highest prevalence of having COPD was found among those with annual household incomes less than
$15,000 (16.6%). African-Americans reported the lowest prevalence of COPD (1.1%).

Comparison with Other States

lowa reported 7.6 percent of the entire adult population currently suffering from asthma; the median
for the nation was 9.2 percent. The range was 7.2 percent to 11.9 percent. There were only five states
with a lower rate of reported current asthma than lowa. Although better than the median, lowa’s
relative standing among states in current asthma prevalence has fallen since 2013.
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Table 11.2 lowans Who Have Been Told They Have COPD, 2015

DEMOGRAPHIC COPD
GROUPS % C.l. (95%)
TOTAL 5.7 (4.9-6.5)
SEX
Male 5.3 (4.3-6.3)
Female 6.1 (5.1-7.1)
RACE/ETHNICITY
White/Non-Hispanic 5.9 (5.1-6.7)
Black/Non-Hispanic 1.1 (0.0-2.3)
Other/Non-Hispanic 5.6 (1.1-10.1)
Hispanic 1.8 (0.0-4.0)
AGE
18-24 2.1 (0.1-4.1)
25-34 1.9 (0.5-3.3)
35-44 3.1 (1.5-4.7)
45-54 5.8 (4.0-7.6)
55-64 7.3 (5.5-9.1)
65-74 11.5 (9.2-13.9)
75+ 11.8 (9.3-14.3)
EDUCATION
Less than H.S. 11.7 (8.0-15.4)
H.S. or G.E.D. 6.7 (5.5-7.9)
Some Post-H.S. 5.9 (4.7-7.1)
College Graduate 1.8 (1.2-2.4)
HOUSEHOLD INCOME
Less than $15,000 16.6 (12.3-20.9)
$15,000- 24,999 10.1 (7.6-12.6)
$25,000- 34,999 9.4 (6.5-12.3)
$35,000- 49,999 5.7 (3.9-7.5)
$50,000- 74,999 2.6 (1.2-4.0)
$75,000+ 1.9 (1.1-2.7)
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12. Cancer and Cancer Screening

Background

Cancer is a class of disorders of cells. It is a very common condition, and the second most common
cause of death in the United States. Cancer occurs when a group of cells grows out of control and has
the ability to invade normal tissue (American Cancer Society, 2016. Cancer may arise almost anywhere
in the body, though some locations are more common than others. Skin cancer is a very common form
of cancer. Other common types are lung, breast, prostate, and colon cancer.

For the past 40 years, this country has been fighting ‘a war on cancer’ and has recently embarked on
what is being called a ‘Cancer Moonshot’. While cancer is still a very common disease, more people are
surviving cancer. The American Cancer Society predicted there would be an estimated 1,658,370 new
cancer cases diagnosed in 2015 and 589,430 cancer deaths (American Cancer Society, 2015). However,
death rates for all cancer types fell by 1.9 percent a year from 2001 to 2007 in men and by 1.5 percent a
year in women from 2002 through 2007 (Reuters, 2011). Steady overall declines in cancer death rates
have meant that about 898,000 individuals who would have died prematurely from cancer in the past 17
years have survived.

A number of BRFSS questions on various types of cancer screening are asked in even-numbered years;
however, some questions on colorectal cancer screening are asked every year.

Colorectal cancer, also referred to as colon cancer, is the second leading cause of cancer-related deaths
in both the United States and lowa. Colorectal cancer occurs in the colon or rectum. The colon is the
large intestine or large bowel. The rectum is the passageway that connects the colon to the anus
(American Cancer Society, 2014).

Colorectal cancer usually develops from abnormal growths known as precancerous polyps in the colon
and rectum. In the early stages there are often no symptoms. Some screening tests can detect polyps so
they can be removed before they turn into cancer (Centers for Disease Control and Prevention, 2016).

An estimated 93,090 new cases of colon cancer and 39,610 new cases of rectal cancer were expected
nationally in 2015. There are an estimated 49,700 deaths from this disease (American Cancer Society,
2014). As with most types of cancer, incidence and mortality rates of colorectal cancer have been
decreasing for most of the last two decades. The decline has been steeper recently, partly due to an
increase in screening, which can result in the detection and removal of colorectal polyps before they
progress to cancer (Centers for Disease Control and Prevention, 2011).

Although the exact causes of colorectal cancer are unknown, risk factors include:

e Age — Approximately 93 percent of colorectal cancer cases occur in people age 50 and older and the
risk of developing the disease increases with age.

e  Family History —Those who have family members diagnosed with colorectal cancer or pre-cancerous
polyps are at high risk for the disease.

e Personal History — Persons who have inflammatory bowel diseases are at increased risk.

Modifiable risk factors include smoking, heavy alcohol use, obesity, a diet high in red meat, and physical
inactivity.
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The U.S. Preventive Services Task Force recommends that men and women who are not at a high risk
begin regular screening for colorectal cancer at age 50 (Agency for Healthcare Research and Quality,
2010). If everyone ages 50 to 75 had regular screening, as many as 60 percent of deaths from colorectal
cancer could be prevented. Recommended options include the following:

e Fecal Occult Blood Test (FOBT) including Fecal Immunochemical Test (FIT) - Tests that detect
hidden blood in a stool sample. If results are normal, repeat the tests annually.

e Flexible Sigmoidoscopy — A test which uses a hollow, lighted tube to visually inspect the wall of
the rectum and the lower third of the colon. If results are normal, repeat flexible sigmoidoscopy
every five years.

e Colonoscopy - A test that uses a hollow, lighted tube to inspect the interior walls of the rectum
and the entire colon. If it is normal, the test should be repeated every 10 years.

e Double-Contrast Barium Enema - A series of x-rays of the colon and rectum. If it is normal, the
test should be repeated every five years.

e Virtual Colonoscopy — A three dimensional x-ray of the colon.

The colonoscopy has an advantage over the other tests because it can remove polyps, as well as detect
them. The FOBT is the simplest and least expensive to use, but it cannot find or remove pre-cancerous

polyps.
Cancer and Cancer Screening Prevalence Results

In 2015, 6.4 percent of lowans had ever been told they had skin cancer, while 7 percent reported having
been told they had some other type of cancer. This is a small increase from 2014, when 5.9 percent of
lowans had ever been told they had skin cancer and 6.8 percent reported having been told they had
some other type of cancer.

Skin cancer behaves somewhat differently from other types of cancers, which themselves may vary in
prevalence and prognosis according to type. Most cancers become more common with age. Skin cancer
is more common among white non-Hispanics. Other cancers were more common among females and
those with lower income and less education. The highest prevalence of ever having cancer was for
people age 75 and over. In this age group, the prevalence was 23.4 percent for skin cancer and 22
percent for other cancers. All racial and ethnic minorities, as well as those age 18 to 44 years, had a skin
cancer prevalence of less than two percent. For other cancers, only non-Hispanics of other race and
people age 18 to 44 years had as low prevalence (see table 12.1).

In 2015, 36.8 percent of lowans 50 years or older reported ever using a home blood-stool testing kit
(FOBT). Of those who had ever used the test, 32.7 percent had done so within the past two years.

In 2015, 72.5 percent of lowans 50 years or older reported ever having a sigmoidoscopy or colonoscopy
screening test. This is an increase from 71.1 percent in 2014.

Of respondents 50 years and older, 57.1 percent reported they had been talked to by a health care
professional about colorectal cancer screening. When the health care professional talked about
screening, 84.9 percent recommended having a sigmoidoscopy or colonoscopy. More than one test was
recommended to 9.2 percent, with sigmoidoscopy/colonoscopy often being one of these. Of the
respondents who had a test recommended, 78.9 percent then had the test.
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Table 12.1: Prevalence of lowans Reporting Ever Having Cancer, 2015

DEMOGRAPHIC

Ever Had Skin Cancer

Ever Had Other Cancer

GROUPS % C.1. (95%) % C.l. (95%)
TOTAL 6.4 (5.8-7.0) 7.0 (6.4-7.6)
SEX
Male 6.5 (5.5-7.5) 5.4 (4.4-6.4)
Female 6.3 (5.5-7.1) 8.5 (7.5-9.5)
RACE/ETHNICITY
White/Non-Hisp. 7.1 (6.4-7.8) 7.3 (6.5-8.1)
Black/Non-Hisp. 0.0 (0.0-0.0) 6.6 (0.1-13.1)
Other/Non-Hisp. 2.0 (0.0-4.9) 1.6 (0.0-4.1)
Hispanic 0.5 (0.0-1.1) 3.2 (0-.06.5)
AGE
18-24 0.1 (0.0-0.4) 0.3 (0.0-0.7)
25-34 0.9 (0.0-2.1) 1.3 (0.1-2.5)
35-44 0.7 (0.1-1.3) 1.9 (0.7-3.1)
45-54 4.6 (3.2-6.0) 5.4 (3.6-7.2)
55-64 7.9 (6.3-9.4) 7.7 (6.1-9.3)
65-74 15.1 (12.6-17.6) 17.6 | (15.0-20.2)
75+ 234 (20.3-26.6) 22.0 (18.7-25.2)
EDUCATION
Less Than H.S. 6.5 (3.8-9.2) 11.5 (7.4-15.6)
H.S. or G.E.D. 6.8 (5.6-8.0) 8.1 (6.9-9.3)
Some Post-H.S. 5.5 (4.5-6.5) 6.1 (5.1-7.1)
College Graduate 7.1 (5.9-8.3) 5.0 (4.0-6.0)
HOUSEHOLD INCOME
Less than $15,000 6.7 (4.2-9.2) 11.5 (7.8-15.2)
$15,000- 24,999 6.7 (4.9-8.5) 10.2 (7.7-12.7)
$25,000- 34,999 6.2 (4.2-8.2) 7.8 (5.6-10.0)
$35,000- 49,999 7.6 (5.6-9.6) 7.5 (5.5-9.5)
$50,000- 74,999 5.5 (4.1-6.9) 4.6 (3.0-6.2)
$75,000+ 6.6 (5.4-7.8) 4.6 (3.6-5.6)

Health Objectives for the Nation

The Healthy People 2020 goal is for 70.5 percent of people age 50 to 75 to be screened according to the
latest guidelines. lowa’s figure of 70 percent just misses the goal.
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13. Exercise and Physical Activity

Background

A lifestyle lacking in regular physical activity has been associated with an increased risk for
cardiovascular illness, cancer, osteoporosis, diabetes, falls, and other debilitating conditions (Centers for
Disease Control and Prevention, 2015). Despite its risks, a large proportion of people remain inactive.

Any physical activity is better than none and the more the better. According to the 2008 physical activity
guidelines for Americans (U.S. Department of Health and Human Services, 2008), adults should engage in
150 minutes per week of moderate aerobic physical activity, 75 minutes per week of vigorous aerobic
physical activity, or some combination. Additionally, adults should engage in physical activity designed
to strengthen their muscles.

Although the percentage of people who do not engage in regular physical activity remains high, many
efforts are underway to try to increase the physical activity level of lowans. Interventions to increase
physical activity include:

1) Creating a culture where physical activity is the easy choice.

2) Creating the commitment of lowans to walk and bike for transportation.

3) Creating policies that enable lowans to be physically active.

4) Increasing the number of complete streets. (A complete street is a street that has been designed
with all users in mind cars, cyclists and pedestrians.)

5) Developing recreational trails.

6) Continuous promotion of physical activity.

7) Enhancing worksite wellness.

8) Continuing to promote physical activity and the built environment by the lowa Department of Public

Health and other organizations.

Encouraging people to have a less sedentary lifestyle by engaging in regular physical activity continues
to be a significant step toward a healthier lowa.

Exercise and Physical Activity Results

In 2015, 73.7 percent of respondents reported they had engaged in some sort of physical activity for
exercise during the past month, other than their regular job. This is significantly worse than the 77.4
percent found in 2014, but is better than the level found in 2013 (see figure 13.1).

A larger proportion of younger respondents reported engaging in leisure physical activity than older
respondents. The percentage of respondents who exercised also increased with education and
household income. This percentage was also a little higher for White non-Hispanics than for other racial
or ethnic groups. The lowest percentage of all examined demographic variables was for those having
less than a high school education (57.7%), while the highest was for those with a college degree and for
those age 18 to 24 years (85.6%) (see table 13.1).

The BRFSS determines the level of aerobic physical activity by asking about two activities the person
engages in for the most amount of time. These activities are determined as moderate or vigorous based
on a complex formula involving several factors which include both characteristics of the activity and of
the person, considering expected maximum oxygen usage. For each activity, the frequency of times
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Figure 13.1: Percentage of lowans
Engaging in Leisure-Time Physical Activity in the Past 30 Days by Year, 2011-2015
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engaged in at least ten minutes per week and the total duration of these times is determined. There is
also a question asked about activities designed for strengthening the muscles. The recommendation is
that people engage in muscle-strengthening activity at least twice a week.

The percentage of respondents who met the recommended level of aerobic physical activity in 2015 was
48.8 percent. The percentage of respondents who met the recommended level of strengthening activity
was 29.8 percent. The recommendations for both aerobic and strengthening activities were met by 19.4
percent.

Meeting the recommendations for aerobic and strengthening activity differed among the demographic
groups. The percentage of respondents reporting they had engaged in the recommended amount of
aerobic activity was higher for people with higher income and higher education. The group with the
highest percentage meeting the aerobic recommendation was college graduates (58.3%). The lowest
percentage was among those who had less than a high school education (38.9%).

The strengthening recommendation was met by a higher percentage of younger people, people with
more education, and people with the highest incomes. The highest percentage was found among those
age 18 to 24 years (47.6%). The lowest percentage was found among lowans age 75 years and older
(16.7%).

The percent of people meeting both types of physical activity decreased with age. A larger percentage
of those who had more education engaged in the recommended amounts of both types of physical
activity. Only the highest household income level showed an increase in meeting the recommended
physical activity levels for both aerobic and strengthening activity (see table 13.2).

Since the neighborhood environment can have much influence on a person’s level of physical activity, a
module was asked about the neighborhood environment; 76.2 percent of lowans rated their
neighborhood as a very pleasant place to walk. Sidewalks were said to be present for 68.7 percent of
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Table 13.1:
Percentage Participating in Leisure Exercise in the Past Month in lowa, 2015

Demographic Any Leisure Physical
Groups Exercise in Past Month
% C.l. (95%)
TOTAL 73.7 (72.1-75.3)
SEX
Male 72.9 (70.7-75.1)
Female 74.4 (72.4-76.4)
RACE/ETHNICITY
White/Non-Hisp. 74.3 (72.7-75.9)
Non-White or Hisp. 68.4 (61.9-74.9)
AGE
18-24 85.6 (81.1-90.1)
25-34 78.3 (73.8-82.8)
35-44 71.8 (67.3-76.3)
45-54 72.3 (68.8-75.8)
55-64 69.4 (66.5-72.3)
65-74 73.3 (70.2-76.4)
75+ 63.0 (59.2-66.8)
EDUCATION
Less than H.S. 57.7 (50.3-65.1)
H.S. or G.E.D. 67.1 (64.4-69.8)
Some Post-H.S. 75.1 (72.6-77.6)
College Graduate 85.6 (83.4-87.8)
HOUSEHOLD INCOME
Less than $15,000 58.7 (51.6-65.8)
$15,000- 24,999 63.9 (59.0-68.8)
$25,000- 34,999 65.3 (59.8-70.8)
$35,000- 49,999 70.1 (66.0-74.2)
$50,000- 74,999 79.0 (75.5-82.5)
$75,000+ 83.7 (81.3-86.1)

respondents. Only 26.8 percent of respondents used schools for public recreational activity; 61.5
percent of lowans said they used walking trails or parks in their community.

Comparison with Other States

Values for the prevalence of not engaging in leisure time physical activity ranged from a low of 17.9
percent to a high of 36.8 percent. lowa ranked slightly worse than the median for not engaging in leisure
time physical activity. lowa was at 26.3 percent, while the median for the nation was at 26.2 percent.
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Table 13.2: Percent of lowans Receiving Recommended Levels of Physical Activity, 2015

Demographic

Recommended Level of Physical Activity

Groups Aerobic Strengthening Both Aerobic & Strength
% C.1. (95%) % C.1. (95%) % C.I. (95%)
TOTAL 48.8 | (47.0-50.6) 29.8 (28.2-31.4) 194 (18.0-20.8)
SEX
Male 48.0 | (45.5-50.5) 314 (28.9-33.9) 194 (17.2-21.6)
Female 49.5 | (47.1-51.9) 28.3 (26.1-30.5) 19.4 (17.4-21.4)
RACE/ETHNICITY
White/Non-Hisp. 49.5 | (47.7-51.3) 29.9 (28.1-31.7) 19.5 | (17.9-21.1)
Non-White or Hisp 42.4 | (35.3-49.6) 29.0 (22.6-35.4) 18.6 (13.1-24.0)
AGE
18-24 52.6 (45.9-59.3) 47.6 (40.9-54.3) 29.0 (22.9-35.1)
25-34 48.6 | (43.3-53.9) | 353 (30.2-40.4) 209 | (16.6-25.2)
35-44 442 | (39.5-48.9) | 313 (26.8-35.8) 19.9 | (16.0-23.8)
45-54 46.8 | (42.9-50.7) | 26.9 (23.4-30.4) 19.0 | (15.9-22.1)
55-64 48.9 | (45.8-52.0) | 23.9 (21.2-26.6) 16.6 | (14.2-19.0)
65-74 54.2 | (50.6-57.7) | 23.8 (20.8-26.7) 17.4 | (14.8-19.9)
75+ 48.4 | (44.4-525) | 16.7 (13.9-19.5) 111 | (8.7-13.5)
EDUCATION
Less than H.S. 38.9 (31.3-46.5) 24.9 (14.7-25.3) 14.1 (7.8-20.4)
H.S. or G.E.D. 43.3 (40.2-46.4) 22.4 (18.8-23.2) 13.9 (11.7-16.1)
Some Post-H.S. 49.2 (46.1-52.3) 32.1 (27.6-32.6) 20.6 (18.1-23.1)
College Graduate 58.3 | (55.4-61.2) 37.6 (31.5-36.3) 26.3 (23.6-29.0)
HOUSEHOLD INCOME
Less than $15,000 37.2 (29.9-44.5) 25.7 (19.2-32.2) 14.1 (9.0-19.2)
$15,000- 24,999 42.9 (37.6-48.2) 24.8 (20.1-29.5) 16.0 (11.9-20.1)
$25,000- 34,999 44.6 (38.7-50.5) 22.0 (16.7-27.3) 13.6 (9.3-17.9)
$35,000- 49,999 42.6 (38.1-47.1) 27.9 (23.2-32.6) 154 (11.9-18.9)
$50,000- 74,999 50.4 (46.1-54.7) 27.9 (24.0-31.8) 17.2 (14.1-20.3)
$75,000+ 57.2 (54.1-60.3) 38.7 (35.6-41.8) 27.6 (24.7-30.5)

lowa also did not fare well compared to the nation as a whole in regards to m